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Today’s programme

The Urological History & Examination
Common conditions

e Kidney and ureter

e Bladder cancer

 BPH

e Prostate cancer

e Scrotal swelling

¢ Penile problems and ED



Il

Diploma in Primary care Urology



Presenter
Presentation Notes
Not talking of special clinics.  Confined to H&E but with an emphasis on need understand pathophysiology.
Distinction between primary care & specialist care time & expectations
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Histo 'Y The basics

e Approach
¢ Circumstances

e Structure
Default list
Subroutines
General & Specific

e Understanding of Pathophysiology


Presenter
Presentation Notes
Circumstances e.g Most painful conditions (obstructed ureter & urethra)
Pathophysiology e.g. Peyronie’s




Presenter
Presentation Notes
AAA, DD, Hernia etc.
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Histo 'Y  Default list

e Upper tract symptoms
e Lower tract symptoms
e External Genitalia

e Other symptoms

® Systems review

e Past & Family History
® Medications

e Fear of Cancer



History

e ey

A subroutine for lower tract symptoms

e Nocturia

e Frequency

e Urgency

e Hesitancy
 Force of flow
® [ntermittency

e Dribble (type)

Dysuria
Haematuria
Urine colour
Cloudiness
Pneumaturia

Faecaluria
Fluid Vol / type



Histo 'Y  Pathophysiology

e Stretching organs

e Renal
e (Ureteric) ‘colic’
e tumour
® Scrotum
e Acute epididymo-orchitis
e Chronic epididymitis
e Epididymal Cyst / Hydrocele
e Varicocele
e Bladder outflow obstruction



History Bladder outflow obstruction
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Presentation Notes
Mention young man with BN Obstruction


Physiology

Bladder outflow obstruction

Urination

Ejaculation

Semen




uences of

Untreated bladder outflow obstruction

Increasing symptoms
Acute retention

Chronic retention




Consequences of

Bladder outflow obstruction
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History cChronic retention




~—— History

Extra information
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Examination

® [Inspection

* Palpation

® Percussion

¢ Auscultation

¢ Internal examination

e Standing



Examination

Inspection










Examination




Examination

A } Percussion &
P bimanual




Examination




Examination

DRE




Examination

Bedside tests




Scanners
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Ination

Technical aids
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The Kidney




~ Common conditions of the Kidney & Ureter

Chronic loin pain: stone pyelonephritis
Haematuria loin pain syndrome

Renal Tumour (RCC / TCC / Other tumours)

Obstruction

e PUJ

e Ureteric

e Bladder outflow obstruction

Injury
Imaging IVU, US, MAG3, DMSA
What can you do?



Bladder cancer




Bladder cancer

History & Presentation
Risk factors
Investigation

Types & Pathology
Management

What can you do?



Other bladder conditions

* Stone

® Recurrent UTI
* Diverticulum
* Bilharzia

* Etc. Etc.

What can you do?



Benign Prostatic Hyperplasia




B e

» Benign prostatic hypertrophy BPH

e Benign prostatic enlargement BPE

» Benign prostatic obstruction BPO

e Lower urinary tract Symptoms (LUTS)

» Nocturnal polyuria



Challenges
An Ageing population
Growing public awareness & expectations

New therapies

Why does the prostate enlarge?
How does BPH cause symptoms?
Assessment & Investigation
Medical Management

Surgical management



Population census

United Kingdom 2001
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UK Census

Number of men over 70 87% increase
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BPH ~ some statistics

43% of men between 60 & 69 years of age have LUTS.
In men over 80 years of age 88% have histological BPH

In a population survey across Europe >75% of

1700 men believed that BPH led to cancer
BPH Affects 2,500,000 men in U.K.
In 2004 there were 40,000 TURPs per annum



BPH

BPH progression
e Increasing symptoms
e Acute retention

e Chronic retention
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Shared Care in BPH

Practitioners with an interest... PGDip(Urol)

Objective is to provide explanation and reassurance where
appropriate and divide patients into those with:

* Mild symptoms & minimal bother
Moderate symptoms & bother

e Severe symptoms with disturbed life
Chronic retention
Suspicion of carcinoma prostate or bladder






Examination DRE
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Fle e asse s sl ulie,
History

Examination: Abdomen, Ext Genitalia, PR
MSU, Creatinine, PSA, IPSS Score, F/Vol chart



— How to assess LUTS
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Frequency Volume chart - - Ral CEL ___

For this test, you will need 1o use & plastic measuring jug; a cheap one from a hardware store is satisfactory. Choosa any three days when y
will nct have te go out toe much (otherwise you will have 13 camy your jug evarywhere), The thras days do not have to be in 3 row, Staning

whan you gat up measure e volume and racor the time 2vEry fime you pass water, The uppar part of the chart is for the day and the lightly
shaded seclion balow for the night. Conlkd :‘ i = ng when fhgio lo Bed ratharthan when & bets dark! During these days drink

just as you would nommally. From these er is behaving and whather your kidneys
Produce urine as they should. If vou have volumes for each :

day and night and enter them in the boxes ¥ hours, on average,
¥ou spend in bed each night.

=X Hours/night
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- Department of Urology
Fluid intake chart

' Please measure your fluid intake in millilitres
complete the frequency volume chart.
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~— An tnstahle hladder

Start time 13:46:24, Duration 58s 8\10ths s
Detrusor premicturition pressure 8cm H20.

Detrusor pressure at opening 30cm H20.

Max. flow 13ml/sec after gsecs with detrusor pressure 28cm H20.
Flow time 35secs. Voiding time 35secs.

Voided volume 164ml. Average flow rate Sml/sec.

[Vinfus maagg T [}

i 3 ] =
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Nocturia
Light sleeper

Impaired bladder capacity
Excessive drinking

Unstable bladder

Gross dependant oedema

True nocturnal polyuria



Nocturnal polyuria

15
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Nocturnal polyuria

Definitions varied. >33% of 24hr during the night
Check drinking habits, offer fluid advice

Desmopressin (not with heart failure or
hypertension and monitor serum sodium)

Afternoon diuretic
Legs up?
Aspirin?
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/ﬁt ment Options in BPH ’

Reassure
_ifestyle advice (Self management)

Drugs
surgery
Catheter



Treatment Options In BPH

Drugs

~

Phytotherapy
Antispasmodics

Alpha adrenergic blockers
5 alpha reductase inhibitors

Combinations



~_Treatment Options i
Alpha-1 Blockers

Terazosin, Doxazocin, Alfuzosin and Tamsulosin.
» Rapid relief of symptoms

- Relaxes smooth muscle in prostate and at
nladder neck

- Reduces bladder sensitivity

» Moderate side effects



__Treatment Options i

5-alpha reductase Inhibitors

Finasteride and Dutasteride

Block conversion of testosterone to
Dihydrotestosterone (DHT)

Dihydrotestosterone levels down by 70%
Modest Increase in serum testosterone
Decrease in Prostate Specific Antigen (PSA)
25% reduced Iincidence of prostate cancer




~ Treatment Options in BPH

Gradual reduction in prostate volume (20%o)
Slow increase In flow rate (20%)
Progressive fall in symptom score (20%)
Risk of impaired sexual performance (5%)
Minimal side effects

Takes 3-4 months to give symptomatic relief
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~ Dutasteride

95% DHT suppression
Placebo

_40.

-604

DHT (% change from baseline)

-804

—100

0.05 mg
finasteride smg

0.5 mg

2.5mMg 5.0 mg

1
Placebo

=399

1 1 1 1
0.01 0.1 1 10

F=5 mg finasteride

Dutasteride daily dose (mg)

Clark RV et al. ] Clin Endocrin Met 2004; 89(5): 2179-2184.


Presenter
Presentation Notes
Dutasteride at ist licensed dose (5mg daily) produces near-complete inhibition of DHT (almost 95%)1,2
In a 24-week, double-blind, placebo-controlled, parallel-group phase II study of five dosing regimens of dutasteride and finasteride, dutasteride 0.5 mg once daily (the lowest maximally effective dose) resulted in a mean decrease in DHT of 94.7±3.3%1
Serum DHT levels were measured using a validated gas chromatography/mass spectrometry assay 
In addition, dutasteride maintained sustained suppression of DHT throughout the 48 months of a phase III study3
Patients receiving dutasteride throughout the study experienced a median decrease in DHT of 93.7% from baseline to month 24, which was maintained to month 48 (95.3%).3

References
Clark RV et al. J Clin Endocrin Met 2004; 89(5): 2179-2184.
Djavan B et al. Eur Urol Suppl. 2006; 5: 1013-1017.
Debruyne F et al. Eur Urol 2004; 46(4): 488-495.

LaythPC
Sticky Note
Remember LFTs here 
Ideally 6 monthly


- BPH treatment options

5ARIs Alpha-blockers

Effect on underlying disease

Reduce prostate volume/PSA

Improve symptoms/flow

Rapid onset of symptom relief
Maintain symptom/flow improvements

Reduce longer-term risk of AUR and surgery

Marberger M et al. Eur Urol 2004; 45: 411-419.


Presenter
Presentation Notes
Prostate volume and PSA have a significant correlation with BPH progression,  with a prostate volume of ≥30 cc and a PSA >1.4 ng/ml indicating an increased risk of progression in men with BPH
Prostate volume and PSA are also the most significant predictors of treatment success with 5ARIs, with a prostate volume of ≥30–40 cc and a PSA ≥1.4 ng/ml identifying men with BPH who are most likely to benefit from 5ARIs
Alpha blocker and 5ARIs have different modes of action and are associated with  different outcomes
Unlike alpha-blockers, 5ARIs have been shown to reduce the risk of BPH progression compared with placebo, e.g. reduce prostate volume and the risk of AUR/BPH-related surgery.  This provides a mandate for their use in men with enlarged prostates (prostate volume ≥30 cc). 
Alpha-blockers may be of most benefit in men in need of rapid symptom relief and those without significant prostate enlargement.

Reference
1. Marberger M et al. Eur Urol 2004; 45: 411-419.
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Does it matter if progression occurs?

Percentage of men in whom urinary symptoms affected living activities at least some of the

time
Avoid visits to the theatre, 15.1 :
: 6.7 With BPH
cinema, church, etc. :
: Without BPH
Avoid outdoor sports 6.2 i
£ : s 32.4
Avoid places without toilets 13.2
- Deleels
Not getting enough sleep 10.3
: 21
Cannot drive for 2 hours 8
S : : 34.7
Limited fluid before bedtime 18.4
= : 29.9
Limited fluid before travel 13.4
I ] ] 1
0 10 20 30 40

Percentage of men

Adapted from Garraway WM et al. Br ] Gen Pract 1993; 43: 318-321.


Presenter
Presentation Notes
BHP/LUTS have a tremendous impact on the daily lives of sufferers 
The impact of BPH/LUTS on activities of daily living have been assessed in a cross-sectional survey of 1,627 men aged between 40 and 79 years old registered with two health centres in central Scotland, using a urinary symptom questionnaire and uroflowmetry1
Overall, 51% of men with BPH reported interference with at least one of a number of selected activities of daily living (see slide) as a result of urinary dysfunction, compared with 28% of healthy men1
In 17% of men of working age (40-64 years) with BPH, interference occurred most or all of the time for at least one activity of daily living, compared with only 3% of healthy men1
The findings of this survey suggest that a substantial number of men are receiving suboptimal treatment.1

Reference
Garraway WM et al. Br J Gen Pract 1993; 43: 318-321.
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- BPH is a progressive condition

Risk factors for BPH progression/AUR!

Prostate Volume >30 CC

PSA >1.4 ng/ml
Age 270 with LUTS
Flow rate <12 ml/s
Moderate/severe LUTS (IPPS >7)

Post void residual volume (PVR) >100 ml
Hesitancy

1. Speakman M]J et al. BJU Int 2004; 93: 985-990.


Presenter
Presentation Notes
The British Association of Urological Surgeons’ (BAUS) Primary care guidelines for
BPH/LUTS state that the predictive factors for BPH progression and AUR include:1
 Prostate volume 30 cc
 PSA 1.4 ng/ml 
 Age ≥70 years old with LUTS
 Flow rate <12 ml/s
 Moderate/severe LUTS i.e. an International Prostate Symptom Score (IPPS) 7
 Post void residual volume (PVR) 100 ml with hesitancy.

Note that the Speakman reference refers to the 2004 BAUS Guidelines.

Reference
Speakman MJ et al. BJU Int 2004; 93: 985-990.


BPH treatment options

BAUS 2004 treatment recommendations

Indications for combination therapy

e Bothersome symptoms and significant risk factors for
progression

 For patients unhappy to wait for the delayed effect of a
5ARI

Speakman M]J et al. BJU Int 2004; 93: 985-99¢


Presenter
Presentation Notes
The BAUS BPH guidelines recommend:
Combination therapy with an alpha-blocker and a 5ARI in patients with bothersome symptoms and significant risk factors for progression (prostate >30 cc, PSA >1.4 ng/ml, age >70 years, flow rate <12 ml/s, high symptom score, PVR >100 ml)
BAUS also recommends that an alpha-blocker be added to a 5ARI (or substituted) in men with particularly bothersome symptoms if the patient is unhappy to wait for the delayed effect of a 5ARI.

Reference
1. Speakman MJ et al. BJU Int 2004; 93: 985-990.
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Cumulative incidence of BPH progression
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= Placebo (n=737)
PROSCAR® (n=768)
Doxazosin (n=756)

= Combination (N=786)
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Presentation Notes
Data from up to 5.5 years of follow-up in MTOPS showed that combination therapy with PROSCAR® (finasteride) and doxazosin was effective in providing a 66% reduction in risk of BPH progression versus placebo (p<0.001) and significantly greater than that with either drug alone (p<0.001). Both monotherapy groups also significantly reduced the risk of BPH progression versus placebo by 34% with PROSCAR (p=0.002) and by 39% with doxazosin (p<0.001).1,16,17 There was no significant difference in risk reduction between the doxazosin monotherapy arm and the monotherapy arm with PROSCAR.
Combination therapy was superior to monotherapy in reducing the risk of BPH progression as defined by these combined endpoints (p<0.001). Combination therapy reduced the risk of BPH progression by 49% versus PROSCAR (p<0.0001) and by 46% versus doxazosin (p=0.0004).17


=

~

/ Combination therapy (CombAT)

Study objective

To investigate the effects of Dutasteride and Tamsulosin, alone and in
combination, on symptoms and long-term clinical outcomes in moderate-to-
severe BPH patients!

Study endpoints

CombAT is an ongoing 4-year, randomised, double-blind, multicentre (446
investigators in 35 countries), parallel-group study in 4844 patients at
increased risk of BPH progression'

Primary endpoints are:?

1) Symptom improvement (change in IPSS from baseline) at 2 years
2) Rate of and time to AUR or BPH-related surgery at 4 years
Secondary endpoints include among others:2

1) Improvement in Q_,, at 2 years

2) Improvement in QoL (IPSS Q8) at 2 years
3) Reduction in PV and TZV at 2 years

CombAT is a GSK sponsored study

1. Roehrborn et al. ] Urol 2008; 179:616-21
2. Siami et al. Contemp Clin Trials 2007;28:770-9


Presenter
Presentation Notes
The study objective of CombAT was to investigate the effects of Dutasteride and Tamsulosin, alone and in combination, on symptoms and long term clinical outcomes in moderate to severe BPH patients. The study end points and details were as follows: 

Primary end point at 2 years : 
At 2-years, the primary endpoint was the change in symptom score (IPSS) from baseline. 
-IPSS was assessed at baseline and then every 3 months during treatment. 
-The study was designed with 91% power to demonstrate the following differences between treatment arms in terms of IPSS change from baseline at 2 years:
-1.5 point difference between combination therapy and Dutasteride therapy
-1.0 point difference between combination therapy and Tamsulosin therapy 

Secondary endpoints at 2 years include:
Qmax change from baseline
PV change from baseline
The volume of the transition zone (TZV), which is the region of the prostate where the majority of cases of BPH originate. TZV was only determined in a subset of patients at centres with expertise in this measurement. 
Proportion of patients who achieve specified levels of symptom improvement from baseline (reduction in IPSS of ≥2 points, ≥3 points and ≥25%). 
Proportion of patients who achieve specified levels of improvement in Qmax from baseline (increase in Qmax of ≥30% and ≥3 mL/s from baseline).

References: 
Siami P, Roehrborn C, Barkin J, et al. Combination therapy with Avodart and tamsulosin in men with moderate-to-severe BPH: the CombAT (Combination of Avodart and Tamsulosin) trial rationale and study design. Contemp Clin Trials 2007;28:770–9
2. Roehrborn et al. The effects of dutasteride, tamsulosin, and combination therapy on lower urinary tract symptoms in men with prostatic enlargement: Two-year results from the Combination of Avodart and Tamsulosin (CombAT) study. J Urol 2008;179:616-21
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Presenter
Presentation Notes
This slide deals with the primary endpoint at 4 years
It is clear that dutasteride-containing treatments substantially reduce the risk of AUR or surgery
There appears to be little difference between the dutasteride and combination lines which implies that adding an AB to a 5ARI has little impact on the risk of these complications – this supports the MTOPS finding that AB monotherapy offers no significant advantage over placebo in terms of reducing the risk of these events
Separation between the 2 dutasteride-containing treatment arms and tamsulosin occurs within the first year [statistical data is not available to assess the significance of this]
This lends support to the assertion that combination therapy should be first line in this population, rather than starting patients on tamsulosin then adding dutasteride therapy in at some future point
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~BPH treatment options

Benefits of combination therapy (CombAT- 2 year results)

CombAT is the first study to demonstrate greater improvements in symptoms
with combination therapy compared with both monotherapies within the first 12

months of treatment (from Month 3 vs. Dutasteride and from Month g vs.
Tamsulosin)

Symptom improvement by month 24, the primary endpoint was achieved:
combination therapy was significantly (p<o.001) superior to each monotherapy

Maximum flow rate. At month 24 improvements in from baseline were

significantly (p=<0.006) greater with combination therapy compared with each
monotherapy

QoL (IPSS Q8). At month 24, improvements from baseline were significantly
(p<o0.001) greater with combination therapy vs. either monotherapy

CombAT is a GSK sponsored study

1. Roehrborn et al. ] Urol 2008; 179:616-21



- BPH treatment options
BAUS 2004 treatment recommendations (1/2)

e Watchful waiting / Reassurance

e LUTS not bothersome and no risk factors for disease progression

e Alpha-blocker

e Bothersome symptoms but low risk of disease progression
(prostate <30 cc and PSA <1.4 ng/ml)

e 5ARI

e LUTS not bothersome and high risk of progression
(prostate >30 cc or PSA >1.4 ng/ml)

e Combination therapy

e Bothersome symptoms and significant risk factors for progression

e For patients unhappy to wait for the delayed effect of a 5ARI

Speakman MJ et al. BJU Int 2004; 93: 985-990.


Presenter
Presentation Notes
The BAUS BPH guidelines recommend:
Watchful waiting plus lifestyle advice if LUTS are not bothersome and there are no risk factors for disease progression
An alpha-blocker plus lifestyle advice if symptoms are bothersome but there is a low risk of BPH progression (prostate 30 cc and PSA 1.4 ng/ml)
A 5ARI plus lifestyle advice if symptoms are bothersome and there is a high risk of BPH progression (prostate 30 cc or PSA 1.4 ng/ml) or if symptoms are not bothersome but there is a high risk of progression (prostate 30 cc or PSA 1.4 ng/ml).

Reference
1. Speakman MJ et al. BJU Int 2004; 93: 985-990.


~—Treatment Options in BPH
Surgical Options

e Open Prostatectomy

- Bladder Neck Incision

- TURP

e TUVP (Vaportrode)

e TUMT (Microwave power)
 TURF (Radiofrequency power)

e TUNA (Needle ablation)

= Laser prostatectomy Green light

- Laser prostatectomy Holmium
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— Have a good look first










— Blad







The Prostate Stent
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Prostate Cancer




Prostate Cancer

Incidence

-

Risk factors & Minimising risk
PSA

e Isitaccurate? Can it predict cancer present or future?
e Should every man have one?

» Population screening or Individual check?
e When not to do it
e More accurate tests?
e Age adjustment



PSA with Age
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What should you do?



Prostate Cancer

Presentation

¢ Incidental finding & Screening

e Bladder outflow obstruction

e Haematuria b\e

® Bone Pain

S\S
OK“gy & Anaemia




Prostate

Management

Biopsy outcome CaP, HGPIN, ASAP
Assessment
CT / MRI

Bone scan




Prostate

Management

* Active Surveillance

e Curative therapy
Radiotherapy
Prostatectomy

 Hormones






Scrotal swellings
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The Scrotum

Epididymitis

Epididymo-orchitis

Epididymal cyst

Hydrocele

Maldescent

Testicular tumours and microlithiasis
Torsion

Fournier’s gangrene

Trauma
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Penile problems

& Erectile dysfunction




Penile problems & ED
* The Foreskin ﬁ‘
e Phimosis, para

* Peyronie’s

* Fracture




Dorsal veins Dorsal arterv and nerve

Skin and superficial fascia

Tunica albuginea
‘5‘%, {'«‘upfrfcmf layer)

Septum penis

Tunica albuginea
(deep layer)

Urethra

Corpus spongrosum pents

Transverse section of human penis.
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® Erectile Dysfunction

Incidence
Need for general medical
Exclude obvious psychosexual problems

Phosphodiesterase inhibitors
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Erectile dysfunction

Beware of the do it yourself
remedy!
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